University of Tennessee, St. Luke's Roosevelt Hospital Center, Tampa General Health Care, University of California, San Diego, and Wayne State University). Eligible patients, who provided informed consent (oral or written depending on the rules of the approving institutional review board), had at least 1 CD4 value and were antiretroviral therapy naive. To assure exclusion of patients who received care previously, we excluded patients whose first recorded HIV-1 RNA level was less than the limit of detection of the used assay or less than 2.6 log 10 HIV-1 RNA copies/mL (n = 174); patients whose first CD4 or HIV-1 RNA measurement preceded clinic enrollment by more than 45 days (n = 200); and those with incomplete data (n = 2; unable to rule out prior antiretroviral therapy). The primary outcome was a presenting CD4 count less than 350 cells/mm 3 . Multivariate logistic regression assessed demographic and clinical factors associated with the outcome. Given the large proportion of males, we also conducted a male-only subgroup analysis.
Results
One thousand four hundred ninety-seven nPHIV-infected 12-to 24-year-old youth presented to care at HIVRN sites ( (Table 2 ). These findings remained consistent in the male-only subgroup analysis (Table 3) .
Discussion
Between 2002 and 2010, there was no overall improvement in presenting CD4 count among nPHIV-infected youth at HIVRN sites, contrary to data in adults. 2, 3 The trend in youth may be related to continued risk behaviors in this population related to developmental and cognitive stage, in addition to testing and engagement challenges. As in adults, racial/ethnic minority status is associated with lower presenting CD4 count among youth, particularly young men who have sex with men, a population at the forefront of the youth epidemic. While recent data show improvements in racial/ethnic disparities in adults, 3 our data demonstrate no apparent improvement over the past decade for youth. The gender disparity among youth is opposite to that in adults. 2, 3 Female youth may access health care more frequently than males, in part because of reproductive and gynecologic/obstetric needs, 4 which may increase opportunities for HIV testing and linkage to care. More effective methods to recruit at-risk male youth into early testing and linkage to care are needed.
Heterosexual acquisition was also associated with an increased likelihood of presenting with a CD4 count less than 350 cells/mm 3 , highlighting a potential gap in outreach efforts because they may engage in high risk behaviors and not perceive that they are at risk and thereby test and present for care later. 5 Lastly, higher HIV-1 RNA level, which increases risk of progression to AIDS, was associated with a presenting CD4 count less than 350 cells/mm 3 . Of concern is that significant proportions of youth, who often continue to engage in high-risk behaviors, 6 had high HIV-1 RNA levels, increasing HIV transmission risk.
The study has some limitations. Socioeconomic data are not collected by HIVRN, and mental health and substance abuse data are incomplete and were not evaluated. A limited number of 12-to 16-year-olds, injection drug users, or heterosexual males were in the cohort. Last, some patients may have presented for care previously at other sites.
Conclusions
The proportion of nPHIV-infected youth presenting to HIVRN sites with a CD4 count less than 350 cells/mm 3 
